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July 22, 2008:315–8nd anticoagulants. Studies discriminating stroke subtypes have
eported hemorrhagic strokes in 24% (2) and 46.5% (3) of cases.
While we agree that, in most circumstances, the added delay of
agnetic resonance imaging (MRI) is not warranted, a computed
omography (CT) scan can and should be accomplished in no
onger than 15 min. Typically, this time could be used for
oncurrent stroke team evaluation and participation.
Among our 12 recombinant tissue plasminogen activator cases,
was treated without acute imaging, 1 received MRI, and 10
eceived CT scans. Among the 54 cases not treated acutely, 6
eceived MRI and 48 received CT scans.
The 3 asymptomatic intracranial hemorrhages reported in our
tudy occurred with intra-arterial thrombolysis initiation at 54,
65, and 305 min. While longer times to treatment initiation may
e associated with higher rates of symptomatic hemorrhage, the
elationship of time and asymptomatic hemorrhage has not been
stablished (4). In fact, mild radiological subtypes of intracranial
emorrhage may actually mark early reperfusion and good clinical
utcome, compared with cases without hemorrhage (5). Neverthe-
ess, we agree that time to treatment is a critical determinant of
ood clinical outcome after stroke.
In summary, we favor an immediate CT scan of the head before
troke reperfusion therapy in the setting of stroke after cardiac
atheterization. It should result in minimal loss of time if concur-
ent with stroke team activation and evaluation and will provide
mportant diagnostic and therapeutic information.
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eply
greatly sympathize with Dr. De Marco and colleagues; we all
ish there would be a way to avoid the need for a brain image after
troke. The reality for us all is that, in 2008, there is no reliable way
o sort out a hemorrhage from an ischemic stroke. I concur that the
dds favor an ischemic etiology in cath lab strokes, but by no
eans is the cath lab patient immunized against hemorrhage.
iven that thrombolytic therapy would be a disaster in a patient
ith hemorrhage, it is difficult for me to see any way to avoid a
uick computed tomography scan to ascertain that the patient did
ot bleed.
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